Pressures on the general practitioner and decisions to prescribe. Family Practice 1996; 13: 432-438. Objectives. This study examined the extent to which four broad areas of concern associated with prescribing are perceived by general practitioners (GPs): their sense of burden in providing health care, their views on financial constraints and incentives, the use of a prescription to cope with clinical workload and their perception of demanding patients. A secondary aim was to relate these concerns to actual measures of prescribing behaviour using PACT data. Method. A questionnaire covering the four themes was sent to 386 GPs. Using factor analysis, new measures were constructed to reflect the GPs' perception of the four areas of concern. Results. A total of 228 GPs (59%) completed the questionnaire. Results indicated a high level of concern among GPs regarding current pressures that could affect prescribing. Only the respondents' concern about the possible adverse effects of financial pressures upon medical decisions was related to prescribing: those concerned about financial pressures prescribed less generically (P < 0.0005), had higher practice costs compared with the Family Health Services Authority average (P = 0.002) and issued more prescriptions overall (P -0.007).
Introduction
Substantial variations in prescribing rates between general practitioners (GPs) are well recognized. 1 -2 It is difficult to account for this variation solely in terms of the pharmacological needs of their patients. There is evidence that prescribing decisions may be influenced by social factors, by concerns about cost containment and the doctor-patient relationship, and by patients' expectations.
M
Specific recent developments such as fundholding have made the role of the GP more explicit in rationing health care resources and have increased awareness of the resource consequences of prescribing. At the same time, the Patient's Charter has reinforced patients' expectations of the National Health Service and may have made GPs more sensitive about meeting expectations to prescribe. These messages create a dilemma for GPs. While they may acknowledge the wisdom of prescribing both rationally and cost-effectively, they are under increasing pressure from the demands of more consumerist patients. . Recent research has documented widespread low morale and stress amongst GPs.
7 -9 However, little research has been directed at documenting the nature and extent of specific pressures experienced by GPs in the light of the recent changes in health care. The aim of this study was to explore whether a variety of pressures highlighted by the recent developments in primary care are actually felt as concerns by GPs. A secondary aim was to determine whether GPs' perceptions of these pressures appear to influence their prescribing decisions.
Methods

Questionnaire development
In-depth qualitative interviews were conducted (by MCW) with 23 GPs between October 1993 and January 1994 to discuss non-clinical factors that influence prescribing. Content analysis of the interviews revealed four broad themes that GPs thought influenced their prescribing. A fixed-choice questionnaire was then devised to examine how common these experiences and views were in a bigger sample of GPs and whether they related to prescribing practice.
Twenty statements with a five-point Likert raring scale were developed to address the following themes identified from qualitative interviews:
(i) GPs' sense of burden; (ii) financial constraints and incentives; (iii) prescribing as a coping strategy; and (iv) patient demand.
Respondents were also asked to comment on any of the issues raised in an open-ended question. Statements were piloted with five GPs. To adjust prescribing rates for workload, information was collected on the number of hours per week spent in surgery seeing patients and hours spent doing home visits. The sum of these two figures was defined as the total hours spent in contact with patients.
Subjects and analysis
Every practice and 1 in 2 GPs from two Family Health Services Authorities (FHSAs) in southern England were surveyed. Between September and December 1994, these 386 GPs were sent a questionnaire and two reminders. Of the 386 GPs, 228 (59%) completed the questionnaire (Table 1) . The 228 GPs were from 151 practices, 75% of those originally contacted; 60 (26%) added comments. There was no significant difference between respondents and non-respondents, with the exception of membership in the Royal College of General Practitioners (Table 2) . 
Selection of PACT variables
PACT data were used at the individual GP and practice level. Although individual data were recognized as the ideal level to relate to individual views, practice data were also used to address the possibilities of repeat prescribing, whereby one GP may continue therapy begun by another, and shared prescription pads. Seven PACT variables were used:
(i) total drug costs per doctor over a 6-month period divided by hours per week spent seeing patients; (ii) drug costs per practice population compared with the FHSA average; (iii) total number of prescriptions per doctor over a 6-month period divided by hours per week spent seeing patients; (iv) number of prescriptions per practice population compared to the FHSA average; (v) cost per prescription for each doctor; (vi) the percentage of prescriptions written generically for each doctor; and (vii) the number of antibiotic prescriptions per practice population compared with the FHSA average. For variables (i) and (iii), the information from the two questionnaire items on the hours in contact with patients were combined to provide an adjusted measure of workload. The prescribing unit, a population measure weighted for the number of patients over 65, was used in the practice figures [variables (ii), (iv) and (vii)]. The data were analysed with SPSS Release 4.1 using factor analysis, Spearman's rank correlation coefficient and the Mann-Whitney U-Wilcoxon rank sum test. Factor analysis was conducted using maximum likelihood with an oblique rotation.
Results
Factor analysis of the questionnaire
Responses to the 20 individual questions are shown in Table 3 . For the purposes of analysis, responses received values ranging from 1 to 5: a value of 1 was recorded for 'strongly agree' up to 5 for 'strongly disagree*. Questionnaire items were subjected to factor analysis in order to identify whether answers showed internal consistency and to construct a smaller number of composite variables for further analysis. Four statements (3, 9, 14, 20) were eliminated from the analysis because they showed no consistent relationship with other statements. Factor analysis of the remaining statements was conducted using maximum likelihood and explained 41.3 % of the cumulative variation in questionnaire response. The percentage of variation explained by each factor in the resulting four-factor solution is shown in Table 4 . Table 4 also gives the factor loadings for each statement within each of the four groups. Factor loadings indicate the correlation between the original statements and the resulting factor with a positive or negative sign indicating the direction of correlation.
Four scales were produced as a result of mis analysis, the content of which resembled the four themes originally identified from qualitative analysis of the earlier interviews. The internal reliability of the resulting scales, using Cronbach's alpha, 10 was 0.68 or greater. These four scales were then analysed in relation to PACT data. Multiple significance tests were performed raising the possibility of potentially spurious positive findings using P-values at the 0.05 level.
11 For this reason, a significance level of 0.01 will be used throughout the discussion.
Sense of burden
One scale reflected different aspects of GPs' sense of being overburdened by health care problems (Table 4) . Respondents who felt overburdened by these demands agreed with statements 4, 5, 6, 7 and 8 in Table 3 . As well as reflecting general pressures, the scale also identified changes in hospital prescribing policies as contributing to the sense of burden. A comment at the end of one questionnaire elaborates this point:
"I resent the fact that patients needing expensive treatment cannot get it from the hospital. Our FHSA is unsympathetic, unsupportive and says the money must come out of our existing budget. If I admitted the patients, the costs would be much more. It is frustrating and I feel isolated by their attitude." None of the PACT variables on prescribing were significantly related to GPs' answers to the scale of perceived burden.
Financial constraints and incentives
A second scale reflected GPs' views about possible effects of financial considerations upon their medical decisions (Table 4) . The scale incorporated agreement with statements 16 and 17 and disagreement with statements 15, 18 and 19 (Table 3) . Only 42% of fundholders agreed or strongly agreed with statement 18 about the effects of fundholding on the doctof-patient relationship compared with 80% of non-fundholders (Table 5) . A comment at the end of one questionnaire elaborates this concern:
"Whilst general practitioners are probably 'in the best position' to ration health care, I do not relish being given that role, mostly because of the potential distrust that would affect the general practitioner-patient relationship. No longer would the general practitioner be seen as an individual doing all he can for a patient but more as a branch manager looking at a loan application."
Respondents' views about financial constraints and incentives were related to several PACT variables. Those who were concerned about the possible adverse effects of financial pressures upon medical decisions prescribed less generically (P < 0.0005), had higher practice costs compared with the FHSA average (P = 0.002), issued more practice prescriptions (P = 0.007) and issued more practice antibiotic prescriptions compared with the FHSA average (P = 0.003). However, at the individual level, where prescribing costs and volume were related to the time spent in contact with patients, these relationships were not significant. Respondents expressing concern about current financial incentives were also more likely to be non-fundholders (P < 0.00005), non-GP trainers (P = 0.013), in smaller partnerships (P = 0.007) and they spent more time seeing patients (P = 0.01).
Prescribing as a coping strategy
Four statements reflected respondents' use of a prescription to cope with pressures in general practice (Table  4) . Respondents who recognized a need to use a prescription in this manner agreed with items 10-13 in Table 3 . From Table 3 , it can also be seen that 65% of respondents said that they felt guilty when they prescribed for a non-pharmacological reason but, because of a lack of correlation with other variables, this statement (item 14) was not included in any scale. Non-pharmacological prescribing was described thus:
"Patients often want a prescription for coughs and colds. We do our best to explain about self-limiting viruses. (Two days later you get a demand for a housecall.)" ' 'Much prescribing is pragmatic. One functions much better when one is fresh and alert. After a long Monday following a weekend on-call I am not 32 (14) 26 (11.4) 16 (7) 38 (16.7) 142 (62.3)
25 (11) 54 ( (Table 4) . Respondents who felt more critical of the increase in demanding patients agreed with statements 1 and 2. As shown in Table 3 , a majority felt that there had been an increase in demanding patients in recent years. Patient demand may be particularly problematic in antibiotic prescribing: "Patients are very expectant and will tend to use many ploys such as revisiting a different partner or saying, 'but it always goes on to my chest, doctor' to get antibiotics." There were no significant relationships between the views expressed in this scale and prescribing practice.
Discussion
This research provides evidence of the extent to which specific pressures are felt by GPs. Many report a sense of burden in meeting society's and patients' expectations. Some GPs have recently described increased public expectations as a cause of burnout, 12 increased frustration, 13 powerlessness, 14 and drawn attention to the limitations of time as a resource in general practice.
131 ' As shown in this study, the sense of burden felt by some GPs has been intensified by the changing relationships with hospitals which are increasingly influencing GP prescribing.
17
Over three-quarters of GPs in this study felt that patients had a right to medical advice which was not influenced by cost considerations. While the use of incentives, such as fundholding, to curb prescribing costs has had some success, concern has been expressed about .their effect on the quality of health care." They may raise doubts amongst patients regarding the rationale behind clinical decisions. the level of concern, amongst fundholders and nonfundholders, about the potential effect of financial incentives upon their relationships with patients. Many GPs acknowledged their use of a prescription to cope with workload although, with the current emphasis on 'rational prescribing', many GPs felt guilty about using a prescription in such a 'nonpharmacological' manner. Previous authors have suggested that GPs are aware of the 'quick fix' prescription to finish a consultation but are unable to modify this situation because of a lack of time and high levels of demand. 1 *-21 Indeed, one study found fewer antibiotics were prescribed by GPs with longer consultation times. 22 While GPs have been criticized for their irrational prescribing, 17 an increased workload 23 and raised patient expectations will continue to encourage the use of non-pharmacological prescribing.
Many GPs perceived an increase in demanding patients. These results agree with previous research which associates aggressive and demanding patients with uncomfortable prescribing decisions. 24 Some have commented that the consumerist trend could affect the doctor-patient relationship adversely. 23 -26 With the exception of views about financial constraints and incentives, there was no significant association between these perceptions of pressure and prescribing practice. The possible explanations for the negative findings are either that reported pressures have not influenced prescribing, or that they have but the study was insufficiently sensitive to detect such influences. Despite two reminder letters, only 59% of GPs replied. It is possible that the patterns of views and behaviour reported were not typical although respondents and non-respondents seemed similar in those characteristics known to us ( Table 2) . As permission to access PACT data was required for participation in the study, this may have resulted in a biased sample. Respondents may have been particularly low prescribers, in terms of prescribing costs or volume, or more willing to discuss, and admit to, the range of prescribing issues addressed in the questionnaire. The validity of the measures used in the questionnaire was supported by the congruence between the results of the earlier qualitative study and the results of the factor analysis. Tests of reliability for the statements within each factor also indicated that the patterns of answers were consistent. Content validity of questionnaire items was further supported by the pilot of the questionnaire.
With the exception of the measure of antibiotic prescribing, overall prescribing data from PACT were analysed because they were readily available and would be the type of information used by FHSAs for comparing practices. However, specific measures (i.e. PACT level 3 data) might have been more sensitive in detecting subtle influences upon prescribing. Concentration on a specific therapeutic area known to be problematic, such as penicillin prescribing, 6 might have been more appropriate especially as PACT data do not distinguish between initial and repeat prescribing. 27 Penicillin prescribing also focuses on acute prescribing decisions where it is more likely that a prescription may be used to cope with patient demands and expectations. The difficulties in using PACT data are compounded by the recognized problems of using individual level PACT data: partners frequently share prescription pads and can have varied procedures for the handling of repeat prescriptions. Most importantly, PACT data lack information on the quality of prescribing: it does not relate prescribing levels to morbidity, preventive screening, referral rates or treatment outcomes. 27 Defined daily doses (DDDs), using a standardized adult daily drug dose, 28 may have enabled more accurate comparisons between prescribers and, in retrospect, been a more appropriate measure of prescribing. Indeed, these findings raise doubts as to the wisdom of the FHSA in relying on PACT data as a measure of GP prescribing behaviour. That PACT data were used in the current study reflects the bias of the study towards an identification of the prevalence of GPs' views as opposed to a methodological study involving the development of an appropriate measure of prescribing behaviour.
The strongest association between the concerns identified and actual prescribing was found between respondents' views regarding financial incentives and their generic prescribing rate, practice costs and prescription volume. This result is not surprising given that a favourable perception of financial incentives was strongly associated with fundholding status which, in turn, has previously been associated with lower prescribing costs.
28
- 29 Other concerns expressed by GPs were: the pressures of rising expectations, difficulties of dealing with demanding patients and the dilemmas of prescribing as a way of coping with workload, do not appear to be associated with different prescribing behaviour. Whether this is due to methodological limitations or an absence of an actual link between prescribing and these perceptions can, at this point, only be speculated. None the less, there is a need to continue monitoring the effect of such influences in the future. The changing nature of health care has brought a new dimension to factors that could influence the prescribing of GPs. The need to assess and monitor these developments will remain a research imperative. and do not necessarily represent the views of the Department of Health.
